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Mental health stigma is a worldwide problem that affects health care providers, as well as the 
general population. The current study used survey data from students and physicians in the 
Philippines to examine the association of higher levels of medical education with levels of 
stigma. Further, attitudes among medical students in the Philippines were compared with levels 
among medical students in the US, Brazil, Ghana, Nigeria and China. Qualitative interviews 
were used to further understand these data.  
METHODS: 
A convenience sample was collected from medical students before and after medical school 
psychiatric training from the University of the Philippines Manila, as well as from graduate 
physicians from Philippine General Hospital and The Medical City hospital. Respondents 
completed a 43-item survey on attitudes toward mental health patients and the causes of mental 
illness. Factor analysis identified three de-stigmatized factors which were used to compare 
attitudes among medical students and graduate physicians. Stigma factor scores from Filipino 
students  were also compared with re-analyzed responses to the same survey from medical 
students in the U.S., Brazil, Ghana, Nigeria, and China. In the qualitative component, medical 
students from the University of the Philippines Manila participated in in-depth interviews after 
completing the quantitative survey, until saturation of responses was reached. 
RESULTS: 
Surveys were completed by 76 medical students (31%) with no prior mental health training, 43 
medical students (18%) with psychiatric classroom and/or clerkship experience, and 125 
graduate physicians (51%). Exploratory factor analysis identified three de-stigmatizing factors 
representing acceptance of social integration of mental health patients into society, positive 
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personal interactions with people experiencing mental illness, and rejection of a supernatural 
etiology of mental illness. Overall attitude scores for all de-stigmatizing attitude factors were 
relatively high among the sample (above 0.90s on 0-1 scale). On the social integration factor, 
both medical student groups reported higher (less stigmatized) scores than graduate physicians 
(F = 3.45, p = 0.033). On the personal socialization factor,  medical students with no psychiatric 
experience had significantly higher scores in comparison to graduate physicians (F = 4.11, p = 
0.018). International comparisons show that attitude scores among medical students from the 
Philippines were generally higher than scores from medical students sampled from the U.S., 
Brazil, Ghana, Nigeria, and China. Qualitative interviews (n=15) confirmed de-stigmatized  
attitudes among Philippine students as based in personal experience of mental illness, belief in 
a multifactorial etiology of mental illness, recognition of unjust barriers to mental health care, 
and hope for holistic solutions to improving care. 
CONCLUSION: 
This study revealed overall positive attitudes among Philippine medical students and graduate 
physicians, although stigma was seen to increase slightly with greater education and clinical 
experience. In comparison to the five other countries included in this analysis, less stigma was 
reported among the sample of Philippine medical students. Lastly, qualitative interviews 
confirmed low levels of stigma among the medical community, while identifying higher levels of 
stigma in the general population.  
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List of Tables 
Table 1: Factor Analysis 
Survey Items Weight Averaged Score 
FACTOR 1: Acceptance of social integration (Cronbach ⍶ = 0.764) 
Would be a friend of somebody that had been a former 
psychiatric patient 0.619 0.946 
Agree that no one has the right to exclude people with mental 
illness from their neighborhood 0.600 0.975 
Would you have casual conversations with neighbors who had 
suffered from mental illness 0.547 0.975 
Agree that people with mental health problems should have the 
same rights to a job as anyone else 0.561 0.950 
Would not avoid conversations with neighbors who had 
suffered from mental illness 0.557 0.963 
Would invite somebody into their home knowing that person 
suffered from mental illness 0.467 0.913 
Would be willing to work with somebody with a mental illness 0.468 0.921 
Agree that we have a responsibility to provide the best possible 
care for people with mental illness 0.410 0.975 
FACTOR 2: Positive personal socialization (Cronbach ⍶ = 0.750) 
In interacting with someone with mental illness, I would not be 
upset or disturbed about working on the same job  0.750 0.922 
In interacting with someone with mental illness, I would not be 
afraid to have a conversation 0.556 0.918 
I am not afraid of people with mental illness 0.591 0.906 
People with mental illness are not a burden on society 0.510 0.951 
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If somebody who had been a former patient came to live next 
door to me, I would greet them occasionally 0.478 0.938 
In interacting with someone with mental illness, I could maintain a 
friendship 0.461 0.971 
In interacting with someone with mental illness, I would be willing to 
share a room 0.406 0.838 
FACTOR 3: Rejection of supernatural causation of mental illness (Cronbach ⍶= 0.857) 
Did not believe that witchcraft causes mental illness 0.859 0.904 
Did not believe that someone putting a curse on a person 
causes mental illness 0.848 0.929 
Did not believe that possession by evil spirits causes mental 
illness 0.633 0.805 
Did not believe that God’s punishment causes mental illness 0.675 0.941 
 
Table 2: ANOVA comparing the difference in attitudes scores for Factors 1, 2 and 3 











Only (n=43)           
-------------------------- 






(n=125)                   
--------------------------- 
LS Means (SE) 




Factor 1: Social 
Integration 0.97 (0.01) 0.98 (0.02) 0.93 (0.01) 
F = 3.45, 




mental illness 0.96 (0.02) 0.95 (0.02) 0.90 (0.01) 
F = 4.11, 




causation 0.882 0.89 0.895 
F = 0.07. 
p = 0.934  
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Table 4: Multiple linear regression predicting factor 1 score (n=236) 
Variable Adjusted   (SE) p-value 
Medical training 
         Medical student: No psychiatric training Reference --- 
         Medical student: Psychiatric class only 0.003 (0.022) 0.895 
         Physician: Psychiatric class and clerkship -0.032 (0.017) 0.061 
Personal experience with mental illness 0.034 (0.017) 0.045 
Treatability of anxiety 0.030 (0.010) 0.005 
Belief that those with mental illness are not 






Table 5: Multiple linear regression predicting factor 2 score (n=241)    
Variable Adjusted   (SE) p-value 
Medical training   
          Medical student: No psychiatric training Reference --- 
          Medical student: Psychiatric class only 0.000 0.997 
          Physician: Psychiatric class and clerkship -0.053 0.013 
Belief that there should be more emphasis on 
psychiatric training in medical education 0.153 <0.001 
  
Table 6: ANOVA comparing the difference in attitude scores for Factor 1, 2, and 3 among 

































































































Introduction     
Globally, stigma toward people who experience mental illness can compound the 
difficulties of these conditions, by inhibiting the pursuit of treatment and fostering social 
alienation. According to a social-cognitive model, the three core components of stigma are: 
stereotyping (biased perception), prejudice (biased intentions), and discrimination (biased 
treatment) (Rusch et al., 2005). Stigma experienced by people with mental illness can lead to 
negative interpersonal experiences, exclusion from life opportunities, decreased self-esteem, 
and failure to utilize potentially healing mental health services (Livingstone & Boyd, 2010). 
Finally, stigma may also exist among health care providers and can therefore impede the 
efficacy of treatment and the acceptance offered by the mental health care system, further 
adding to social isolation (Horsfall et al., 2010; Clement et al., 2014). 
Several recent studies have considered the role of medical education as an antidote to 
stigma toward people with mental illness within the medical community. For example, a cross-
sectional study conducted in Nigeria compared attitudes toward mental illness between medical 
students prior to their psychiatry rotation, medical students who had completed their psychiatry 
rotation, and medical school graduates who were currently practicing physicians. The findings 
observed that medical students prior to their psychiatry rotation generally scored higher on 
measures of stigma, than post-clinical medical students and graduate physicians. This study 
suggests that both didactic training programs and clinical contact with people experiencing 
mental illness may reduce stigma among physicians (Ighodaro et al., 2015).     
 Socio-cultural factors may also impact the level and types of medical student stigma 
toward people with mental illness in different nations. Stefanovics et al. (2016) compared 
attitudes toward people with mental illness using a common measure to survey medical 
students in five countries: the United States, Brazil, Ghana, Nigeria, and China. Results showed 
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considerable cross-country variability on measures of social acceptance, belief in curses as the 
cause of mental illness, biopsychosocial explanations, and public policy acceptance of people 
with mental health problems. The striking differences in attitudes across the five countries 
suggest that context plays a significant role in the stigmatization of mental illness, with the 
lowest levels of stigma in the US, the strongest belief in curses and witchcraft in West Africa, 
and the lowest levels of social acceptance in China. A much larger study of medical students in 
China showed them to have strikingly negative attitudes toward the social integration and social 
acceptance of individuals with mental illnesses, regardless of their level of medical education 
(Zhu et al., 2018). Whether such sentiments are similar in other parts of Asia, is a topic that 
requires further investigation.  
The current study extends this research to address attitudes toward mental illness 
among medical students in the Philippines, a nation where mental illness is also a substantial 
public health issue (Perlas, 2014; Rivera, 2017), and in which the burden of depression and 
anxiety have been exacerbated in many regions by recurrent natural disasters (Batool, 2015) 
and the recent highly stigmatizing “War on Drugs”. A qualitative study of 84 mental health 
consumers and professionals in Western Visayas, Philippines, identified stigma as a substantial 
barrier to receiving mental health care and revealed the widespread feeling that public officials 
should place a higher priority on delivering mental health services (Del Castillo, 2015). In June 
2018, the first national mental health policy was signed by the President of the Philippines and 
included provisions to increase access to mental health services, to invest in programs that 
foster greater public health awareness of mental illness, and to further training for health care 
professionals. Even with this supportive legislation, however, there has been minimal research 
on the Philippine mental health system, and to date, no large quantitative studies focusing on 
the attitudes among health care professionals, and specifically medical students and graduate 
physicians, toward mental illness.     
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This cross-sectional study included both a structured survey component and in-depth 
qualitative interviews that examined attitudes toward people with mental illness among 
Philippine medical students and graduate physicians. The quantitative tool followed the design 
of previous studies (Ighodaro et al., 2015; Stefanovics et al., 2016), with the goal of evaluating 
the level of stigma in the Philippine medical community, and whether medical education and 
other social factors influence its magnitude. In addition, to put these findings in context, 
comparisons are presented between survey responses of Philippine medical students and those 
of medical students in five previously studied countries, using the same measure. Lastly, in-
depths interviews among Philippine medical students will provide a deeper understanding of 
mental health stigma among the medical community and the larger society. As the Philippine 
government expresses the goal of strengthening mental health programs across the country, 
these findings may motivate and guide efforts to counter stigma toward mental illness in 
professional training programs, and serve as a foundation for the development of interventions 




 This study included both a quantitative survey component and qualitative interviews.  
For the quantitative portion, a convenience sample of medical students from the 
University of the Philippines Manila and physicians from both the Philippine General Hospital 
and The Medical City hospital, were invited to complete a survey of attitudes toward individuals 
with mental illness and the causes of mental illness, using a structured self-report survey 
applied previously in similar studies (Stefanovics et al., 2016). The medical student sample 
 8 
(n=119) comprised first- to fourth-year students, fifth-year students currently in their internship, 
as well as “intermedical students” completing their first year in an accelerated joint bachelor’s 
and medical degree program. The graduate physician sample (n=125) consisted of residents, 
fellows, and graduate medical practitioners from specialties such as psychiatry, obstetrics, 
internal medicine, and surgery.  
The qualitative component of the study included medical students (n=15) from the 
University of the Philippines Manila who volunteered for in-depth interviews after completing the 
quantitative survey, until saturation was reached. Participants in qualitative interviews were first- 
to fifth-year medical students and intermedical students.  
 The University of the Philippines Manila (UPM) is a public university, and the national 
university in the Philippines. Its affiliated tertiary hospital, Philippine General Hospital (PGH), 
has 15 clinical departments, and is the largest university-run hospital in the country. In contrast 
to PGH, The Medical City hospital (TMC) is a private institution with 11 clinical departments, 
equipped with the latest medical technology and specialized patient services. 
 To include the Philippines in a cross-nation comparison of stigma among medical 
students, raw data collected using the same mental health attitudes survey from the U.S., Brazil, 
Ghana, Nigeria, and China was provided by the Stefanovics et al. (2016). The Brazil sample 
(n=139) was collected from fourth- and fifth-year medical students from the University of Rio de 
Janeiro in 2014, enrolled in the psychiatry rotation. In Ghana (n=87), survey data were obtained 
from the University of Ghana medical students, prior to their final psychiatry conference. The 
Nigerian sample (n=253) consisted of medical students from the University of Ibadan in Oyo 
State, collected in 2013 (Ighodaro et al., 2015). The Chinese sample (n=363) was recruited from 
the Guangzhou Medical College. The U.S. sample (n=289) included first- to fourth-year medical 
students from the Yale School of Medicine, who completed a voluntary online questionnaire. 
 9 
The tool was distributed in English in countries where it was the national language. In Brazil and 
China, the survey was translated into Portuguese and Chinese, respectively, and then back-
translated to confirm its validity. All data collected was anonymous. IRB approval was obtained 
in each setting and at Yale Medical School. 
 The Philippines portion of this study was approved by the Yale University institutional 
review board (IRB), the University of the Philippines Manila research ethics board (REB), and 
The Medical City hospital IRB. Surveys and interviews were conducted with anonymity and no 
identifying data were recorded.      
Measures: 
The survey tool is divided into three sections. The first section concerning general 
background information, includes self-reported sociodemographic information (age and gender), 
a rating of subjective belief in the effectiveness of available treatments or treatability of six 
diseases (four mental illnesses, diabetes and hypertension), and an individual item documenting 
whether respondents had any personal experience with mental illness, either themselves or 
among close friends and family members. The second survey component consisted of 36 
questions assessing attitudes toward individuals with mental illness and was developed from: 1) 
the Fear and Behavioral Intentions toward the Mentally Ill (Wolff et al., 1996); 2) the Community 
Attitudes to Mental Illness scale (Taylor and Dear, 1981); and 3) a survey on the perceived 
causes of mental illness based on items formulated for the World Psychiatric Association 
Program to Reduce Stigma and Discrimination because of Schizophrenia (Stuart and Arboleda-
Florez, 2001). Sections one and two have been previously administered to medical students in 
five other countries: the United States, Ghana, Nigeria, Brazil, and China (Stefanovics, 2016), 
allowing for cross-national comparisons. The third portion of the survey included supplementary 
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items concerning perceptions of violence among people with mental illness and beliefs about 
the importance of psychiatry as a component of medical student education. 
In-depth qualitative interviews among medical students from the University of the 
Philippines Manila, followed a guideline composed of 15 open-ended questions. The main 
themes addressed participant views on: characteristics of individuals with mental illness, the 
etiology of mental illness, their experience of psychiatric training in their medical school 
curriculum, and perceived barriers to access to mental health care. Interviews were conducted 
in a private room and were recorded. Participants signed consent forms and were told that their 
answers were anonymous, that responses could be given in English or Tagalog, and that they 
were free to terminate the interview at any point.  
Data Analysis: 
 Quantitative data analysis proceeded in several steps. First, respondents were classified 
into three levels of medical education: 1) students who had no psychiatric medical school 
training, 2) students who had either only psychiatric classroom exposure or who had completed 
both their psychiatric coursework and clerkship and 3) graduate physicians. Chi-square and F-
tests were performed to identify differences between educational groups in gender, age, and 
personal experiences with mental illness (self-identified individual living with mental illness, or 
has family members or a close friend with mental illness). 
 Next, an exploratory factor analysis (EFA) was conducted using statistical analysis 
software SAS 9.3 (SAS Institute Inc., Cary, NC) to determine the underlying structure of the  
attitudinal data, namely the creation of latent factor variables that describe the interrelationships 
among the 36 observed items. To simplify interpretation, the initial factor solution underwent 
orthogonal rotation to uncover the simple structure. Latent factors were named according to the 
composition of items with loading scores of 0.4 or greater. The internal consistency among 
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items within the latent factors was analyzed with Cronbach’s alpha and item scores within each 
latent factor were averaged to produce factor scores. Items that asked questions in the negative 
form were re-coded in the positive (anti-stigmatizing) direction. Since the response variables 
assessing attitudes were dichotomous in nature, averaged scores represented percentages in 
the non-stigmatizing direction.  
 Next, Analysis of Variance (ANOVA) was used to compare the three medical education 
groups on the factors suggested by the factor analysis, to evaluate the association of levels of 
education with attitudes toward people with mental illness.  
A correlation analysis then examined the associations of each factor with the other 
measures including sociodemographic variables, items rating the treatability of various mental 
and non-mental diseases, an item on the belief that individuals with mental illness are violent, 
and items assessing the perceived importance of psychiatry in medical education. Lastly, 
multiple linear regression was performed to assess the association of each factor with the level 
of medical training and other identified variables. For these tests, a significance level of p < 0.05 
was used.  
 For international comparisons, raw survey data from the original cross-national study 
(Stefanovics et al., 2016) were re-calculated to represent the factors derived from the Philippine 
sample in this study. ANOVA was then use to evaluate the significance of differences in mean 
attitude scores across the three factors among medical students from the Philippines, the U.S., 
Brazil, Ghana, Nigeria, and China. 
 Qualitative Interviews were transcribed, and while all the participants chose to respond 
mainly in English, phrases or explanations in Tagalog were appropriately translated into English. 
After two full read-throughs of the transcripts, a code framework was developed. Using Atlas.ti, 
 12 
transcripts were carefully coded, applying an iterative process to add more codes, and then 
analyzed to uncover common themes and relationships among the observed data.  
Results 
Quantitative Results:  
 The sample included 76 medical students (31%) who had no psychiatric training (level 
one), 43 medical students (18%) who had completed psychiatric coursework and/or clerkship 
(level two), and 125 participants (51%) who were graduate physicians (level three). The chi-
square analyses revealed that across the three levels of medical training, there were no 
significant differences in the proportions of males or of those with current or planned specialty 
interest in psychiatry. Virtually by definition, age significantly increased as medical training 
levels increased, where the ages were 19.47 (SD ± 0.26), 22.21 (SD ± 0.34), and 29.20 (SD ± 
0.20) for psychiatric training levels one, two, and three, respectively.  
 Exploratory factor analysis identified three factors explaining the underlying structure of 
the response data. The first factor was related to having positive attitudes toward the inclusion 
of those with mental illness in society, and was thus labeled “acceptance of social integration”. 
The second factor described having positive reactions to the thought of interacting with people 
with mental illness, and was thus labeled “positive personal socialization”. Lastly, the third factor 
was labeled “rejection of supernatural causation of mental illness” and contained items reflecting 
non-belief in spiritual etiologies of mental illness. Table 1 displays the latent factor loading 
matrix and the averaged attitude scores for each item, which represent the percentage of 
positive responses for the entire sample. Cronbach’s alpha calculations were 0.764, 0.750, and 
0.857, confirming internal consistency of the three factors.  
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 The ANOVA showed significant differences among levels of medical training for the first 
two factors (Table 2). For the acceptance of social integration factor (F = 3.45, p = 0.033), both 
medical students with no psychiatric training and medical students who had some psychiatric 
training, reported less stigmatized scores when compared to graduate physicians. For the 
personal socialization factor (F = 4.11, p = 0.018), medical students with no psychiatric 
experience also had significantly higher scores in comparison to graduate physicians. There 
were no significant differences between the groups on the factor representing non-belief in 
spiritual etiologies of mental illness. 
 A correlation analysis (Table 3) was used to identify other variables significantly 
associated with factors 1, 2, and 3. The acceptance of social integration factor was significantly 
correlated with: (1) having personal experience with mental illness, (2) belief in the treatability of 
depression, (3) belief in the treatability of anxiety, (4) belief that individuals with mental illness 
are not more violent, (5) and belief that psychiatry should have more emphasis in medical 
education. In the adjusted model controlling for the variables identified to be correlated with 
factor 1 scores, medical training level was no longer significantly associated with attitude 
scores. However, the social integration factor (Table 4) was significantly and independently 
associated with: personal experience with mental illness, belief in the treatability of anxiety, and 
belief that psychiatry should have more emphasis in medical training. 
The positive personal socialization factor was significantly correlated with: (1) female 
gender, (2) age, (3) belief that individuals with mental illness are not more violent, and (4) belief 
that psychiatric training should receive more emphasis in medical school (Table 3). In the 
adjusted multilinear regression model, personal socialization (Table 5) was independently 
associated with medical level training and the belief that there should be greater emphasis on 
psychiatry in medical training.  
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Additional variables were not significantly correlated with factor 3 attitudes.  
International comparisons (Table 6) show that the mean attitude scores among the 
sample of medical students from the Philippines were significantly higher than several of the 
scores recorded from medical students sampled in the U.S., Brazil, Ghana, Nigeria, and China. 
These differences were most pronounced, in regard to the factor representing acceptance of 
social integration and personal socialization (Factors 1 and 2, respectively), in which students in 
the Philippine sample scored higher (i.e. less stigmatized responses) than students from all 5 
other countries. For the third factor, rejecting supernatural causes of mental illness, the 
Philippine medical student sample had more positive attitudes than both Nigerian and Ghana 
medical student samples.  
Qualitative Results: 
Fifteen medical students from the University of the Philippines Manila consented for 
interviews, and fourteen agreed to be recorded. From the transcripts, four main themes 
emerged: explanations of the sources of stigma toward individuals with mental illness, belief in a 
multifactorial etiology of mental illness, perceived barriers to mental health care, and proposed 
holistic solutions to providing better care to people with mental illness.  
Sources of Stigma  
 Respondents judged that the medical community in the Philippines does not experience 
strongly stigmatized attitudes toward patients with mental illness, but did acknowledge stigma 
toward mental illness among family members, the media, and the greater Philippine society. 
One notably common topic was the prevalence of depression and anxiety among medical 
students. 
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“Actually, there are a lot of medical students who have depression, I have come to know 
some of them.”  
“I think [mental illness is more] common [in medical school] than people would think, 
being in a high-stress environment, such as [in] medical school: not getting enough 
sleep, having so much to do, and not having so much time to care for yourself. So I think 
it's more common than most people think it is- like it's not being talked about a lot.” 
“Based on the social circles that I'm in, it [the most common mental illness] would 
probably be depression. [In] medical school a lot of people go into depression because 
it's a tough high-stress environment: the competition, the long work hours, the feeling of 
being inadequate.” 
Further, most students expressed the explicit belief that mental illness is an illness like 
any other, and reported a general lack of stigma among the medical community toward these 
patients. Participants also expressed that stigma existed within the larger Philippine society (i.e. 
outside of the medical community). Specifically, the social expectation of mental fortitude and 
the concept that mental illness is “made up”, were commonly identified as persistent social 
beliefs, and were further perpetuated by family members. 
“I think [in the larger society] there is a really big misconception that, you know, when a 
person has TB the patient has to take meds, but when a patient is depressed or has 
bipolar disorder people - even my own mother says “can't they just control it in their 
minds, can't they just control it?” ... So yeah, there is a lot of stigma and a lot of 
misconceptions. For medical professionals, from my experience, I really wouldn't say 
stigma, because I think everyone understands the underlying mechanisms and factors of 
mental health illness.” 
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“Within the medical community, I think there isn’t stigma because I think medical 
practitioners understand that mental illness is like any other illness, so we have to treat 
it. In the larger society [laugh], that’s where the problem is. It’s because Filipinos, we are 
seen as resilient people, or persevering people. So it’s easy for us to shrug off, for 
example, sadness that we are feeling. So, I think, the Philippines can’t, or is not ready to 
accept that mental illness is like any other illness.” 
“There is this mindset that Filipinos are known to be resilient, and the mental problem 
that people see in themselves, or in others… is easier to deal with. That is why, 
probably, the government in the past hasn’t given much attention... to mental health 
problems.” 
“There is still a lack of knowledge as to what mental illness really is, or what its different 
aspects are. Not just the causes, but the way to handle individuals with it, and I think this 
is also perpetuated by other cultural factors. We have this saying … that basically means 
that you are meant to endure things. Like it's the value of enduring challenges. But the 
thing is, it perpetuates the behavior of not seeking help when you need it.” 
“There is a bill [2018 Mental Health Act]  that just passed that mainly focused on treating 
mental health, but then right now I don't think…[it is being] taken seriously by many 
people because there's still that notion that when you have this mental illness you're just 
exaggerating feelings or you're just not able to cope with these things that are 





Multifactorial Etiology of Mental Illness 
 Mental illness was attributed to multiple causes, including biology, stress, trauma, and 
other environmental factors such as family dynamics, personal economic downturn, and 
socioeconomic status. Etiology was often described as being “multifactorial”.  
“I think [there’s] a series of different factors [that can cause mental illness,] like genetics 
and experiences people undergo. Sometimes these experiences only triggers them so 
these people can ... have a predisposition [to] mental illnesses, [and] stress or traumatic 
events can precipitate into the disease.” 
“Mental illness may be caused by various factors: biological, societal, even economical 
really. ...it is just multifactorial essentially.” 
“It’s [mental illness] caused by many factors, it's multifactorial- social, biological, and 
environmental.” 
“So, mental illness can be caused by... pathologies in the  physiology of the patient. 
Most of them can be caused by hormone imbalances or chemical signals in our brain..... 
But... not just the physiological aspect, traumatic incidents in a person’s life can alter the 
brain also. So stress would be a factor. ... so it really is multifactorial.” 
Perceived Barriers to Mental Health Care 
 Numerous barriers were mentioned in regard to access to services for individuals with 
mental illness. The five common barriers that were mentioned included: societal stigma or 
cultural expectations, inadequate knowledge, insufficient capacity in the mental health care 
system, and the relatively high cost of care. 
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 In terms of perceived negative attitudes and cultural beliefs toward mental illness, stigma 
could potentially prevent access to care when patients believe that they do not need to seek 
care or when they choose not seek care due to the fear of labelling. Further, this stigma was 
understood to be related with a lack of knowledge on mental illness among the non-medical 
Philippine community, limiting a patient’s agency and ability to pursue needed care.  
“I think it’s the stigma [barriers]. Yeah, people with mental illnesses are usually told that: 
‘Oh, it’s just all in your head’. So, they’d think that too. They’d think that it’s something 
they don’t need to seek medical help for.” 
“One is the social stigma because people are scared to admit that they have a problem, 
especially Filipinos. Because of the resilience, as they say. So the social stigma 
surrounding it, that one, ... mentally ill people are dangerous. There’s still stigma. Two, 
that, um, someone can’t work with someone who has mental needs.” 
“There’s really a stigma, and that stigma really aggravates the problem because it 
prevents the patients from reaching, or the prevents the system from reaching these 
patients.” 
“There’s [the issue of ] not being knowledgeable about the disease itself. Since there is 
still stigma here in the Philippines, for one, in the community, they aren’t able to or can’t 
accept that they have a mental illness, or they don’t know that it is mental illness that 
they are experiencing. Secondly, if they discover that they have a mental illness, there is 
stigma from their family or from the patient, so they would rather hide it, than seek for 
professional help.” 
 19 
 Moreover, even if individuals can correctly identify their need for care, a lack of capacity 
in the mental health system and the unaffordability of treatment for many people in the 
Philippines, presented further barriers to mental well-being.  
“For the general population of the Philippines, I think it's harder for them [to get care] 
since we have a lack of psychiatrists here and medical students are not really enticed to 
be in that field because we have a lot of stigma in that field. And like, here in PGH, 
there's only six residents per year and our [patient] population is huge, so the scheduling 
for just the screening, the patients will wait at least a month... or more just to be 
screened. And I think that waiting time is crucial, especially if they have symptoms that 
are progressing already.” 
“Maybe in the cities with big hospitals like Philippine General Hospital [people have 
access the mental health care], but those in the provinces, I don't think Psychiatry is a 
[popular] specialty. I don't think a lot of people go into psychiatry because of the stigma... 
So the access in the province[s] might not be as good as here in Manila. In Manila, there 
is Philippine General Hospital, but then again, the queue is really long so you have to 
wait.” 
“Some of these people don't even know they have mental health illnesses and that they 
have to see a psychiatrist or doctor... There are [also] no mental health services 
available at the community level or the barangay level at the health centers. ... So 
usually they have to go to the bigger hospitals and... people living in an isolated 
community like in mountains or far away… wouldn't be able to access that.” 
“But from what I hear from other people is that medications, for example, clinical 
depression, are very costly and I don’t think that it’s very affordable for the general 
public. Also, I think considering depression doesn’t appear only in the upper class; it 
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doesn’t choose people by class, so I don’t think in terms of access … Most people, even 
if they are clinically diagnosed, just opt not to buy the medicines because it really costs 
[too] much.” 
“Another barrier, I guess, is probably poverty, because a lot of people who are in distress 
would rather shift their attention or shift their resources to their most basic needs. It’s not 
that medical conditions only afflict those who are poor, it can also afflict the rich people, 
but those who take the most burden, I guess are those who have the least resources. 
So, if they don’t have a lot of money, they would rather use it to feed their families, or to 
feed themselves, rather than to go to the doctor to have themselves checked. Unless, 
there are services being offered for free, for like, mental health consultations.” 
“Professionals in the Philippines are well-trained, but at the same time if you find yourself 
in a sucky situation, you know, you don't have money for psychiatric care, you don't have 
money for a diagnosis, it's not easy, and that's true not just for mental illnesses but for 
most diseases in the Philippines. A lot of people are not able to get the care they need 
because of financial constraints.” 
Solutions to Providing Better Care to Mental Health Patients 
 Lastly, in response to the barriers mentioned, participants offered integrated solutions 
that included: increasing awareness, tackling mental illness from the community or grassroots 
level, building capacity in the mental health system, and making care more affordable.  
 According to the participants, mental illness should not be neglected, in light of other 
national health priorities. In describing first steps, awareness and education on issues of mental 
illness were seen to be necessary to promote health-seeking behavior. 
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“I think that the first step is to raise awareness. The more that people know about it, the 
more they would understand people with mental illnesses... It would be better if they 
would have more attention, just like the other diseases that we have in the country.” 
“I feel like besides facilities, they [the government] should invest in information 
dissemination programs on mental health. Because there are so many people that don’t 
want to speak on their mental illness because of it being a taboo.” 
“I think it would be best if awareness were to be promoted first because this would head 
start the health-seeking behavior. ...We should first set priorities in terms of mental 
health as an umbrella, and I think it’s best for us to use treatment that promotes 
something that’s community-based or something that can be in integrated in the 
person’s home and make them feel like a normal part of society.” 
 However, awareness alone would be insufficient. Emphasis on a multifactorial approach 
to strengthening mental health care was commonly noted. In particular, three approaches were 
mentioned: (1) improving the capacity of mental health facilities, (2) making care more 
affordable, and (3) constructing mental health programs that would engage with communities on 
the grassroots level.  
“So in mental health, because of its multifactorial causes, we also have to address and 
manage the illness with using a multifactorial perspective.” 
“If they [patients with mental illness] are treated at the community level, they wouldn’t 
need to go to the tertiary hospital. ...In the Philippines we have mental health hospitals, 
so improving those facilities [would be a good use of resources], because they need 
improvement. And … probably increasing awareness for psychiatric and psychological 
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services. Because for one, there are only few doctors that specialize in that field and... 
sometimes people don’t know that there are services.” 
“Health is very multifactorial... but if I think if I'm going to allocate resources, it should be 
at the grassroots level. It would be good to have mental health programs working at the 
barangay (municipal) levels or the health centers level. So for that… you’d need access 
to affordable, or if possible, free medication for these patients, but it's very expensive. 
And also train personnel because even the bare minimum of personnel in the Health 
Centers, sometimes that's lacking. ... So yeah, bring it down to the barangay or the 
grassroots level would be the ideal set-up.” 
“It [solutions] should be a multi-dimensional approach, a holistic approach, because 
even if you treat the patient medically, if that person goes home where that home is a 
place that allows that mental disease to proliferate or develop, it’s just nothing, ...it’s a 
band aid solution. So I guess you have to address, not just the medical aspect of it, but 
also other factors that [can] contribute.” 
“For me, when we talk about a holistic approach, we should not just focus on the 
physical aspect, or the biomedical aspect of the disease, but should also focus on the 
psychosocial aspect. So, which would involve the person, the family, [and] the friends, 
who encourage the patient to attend counselling.” 
“I would love that mental health be tackled in a more grassroots level because I think 
that's where you can start creating change. ...Especially in a country like the Philippines 
where there are so many islands and it's hard really to go into a city like Manila where 
you have PGH. ... Putting the person to the hospital ...and having the person come back 
to... the same community which probably caused or aggravated the problem, it's no 
surprise that the person would return to the state of what brought him or her to the 
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hospital in the first place. So definitely I think we should move forward to community-
based solutions for these problems.” 
Discussion 
 This study investigated the attitudes of medical students and graduate physicians in the 
Philippines toward individuals with mental illness, and found that increased levels of training 
were associated with slightly more stigmatized attitudes. Survey data were also compared with 
findings from other countries, showing less stigma among Filipino medical students, than among 
those from other countries. Finally, interviews were conducted among medical students to give 
context to the quantitative data.  
 Three latent factors were identified from the surveys: support for integrating people with 
mental illness into society, positive attitudes toward personal interactions with people with 
mental illness, and rejecting supernatural etiologies of mental illness. Interestingly, the 
Philippine sample displayed very positive attitudes on all three factors. Further, medical training 
was not statistically shown to influence the belief of a spiritual etiology of mental illness. 
However, those in the sample at lower levels of training reported more positive attitudes toward 
social integration and personal interactions with individuals with mental illness, than physicians 
with a greater degree of training. This relationship could be explained by the greater exposure to 
clinical realities of severe mental illness among those with more training. Graduate physicians 
had more chances of encountering mental health patients in hospital psychiatric wards who may 
have exhibited violent behavior, compared to medical students with no previous exposure, or 
some exposure to mental illness (Horsfall et al., 2010). This may have led to more negative 
attitudes among those with more experience with this population. Regardless, relatively high 
attitude scores were presented across all three education levels. Further, there is some 
evidence (Schomerus et al., 2015) that suggests that increased age may have a negative effect 
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on social attitudes toward individuals with mental illness. In assessing attitudes among Korean 
Americans, Jang et al. (2009) found that older groups were more susceptible to stigma rooted in 
cultural beliefs against the mentally ill, and more often associated mental illness with concepts 
of weakness and familial shame, than when compared to their younger sample. 
 Interestingly, in the adjusted model for the social integration factor, the level of medical 
education no longer significantly impacted attitudes. This suggests that factors other than 
psychiatric training may have had a greater or overlapping influence on stigma. Variables that 
positively affected the belief in patient integration into society were: having personal experience 
with mental illness (i.e. self-reported mental illness/ close family member or friend with mental 
illness), believing that anxiety was curable, and believing that those with mental illness are not 
more violent. Thus, it seemed that empathy and a perceived low threat of persons living with 
mental illness were associated with valuing social integration. These may reflect the same 
values as the attitudinal factor scores, rather than being independent causes of positive 
attitudes. 
 The adjusted model for the factor describing willingness to socialize with individuals with 
mental illness, showed that those who completed the highest level of psychiatric training (i.e. 
graduate physicians) displayed more negative attitudes, while those who believed that 
psychiatric training deserved more emphasis in medical school was associated with more 
positive attitudes. In the Philippines, 5% of medical training is devoted to mental health, with 
only 1% of primary care physicians having reported taking a refresher course in psychiatry. 
There is a dearth of psychiatrists in the Philippines with 0.42 per 100,000 population (WHO, 
2007), compared to a median of 1.0 and 2.7 psychiatrists per 100,000 population among low-
middle income and high-middle income countries, respectively (Saxena et al., 2006). In addition, 
aspiring physicians are not incentivized to specialize in this profession, possibly due to stigma. 
According to the results, strengthening mental health education in medical school and equipping 
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students to be comfortable caring for mental health patients could improve physician willingness 
to interact and socialize with this subset of patients, resulting in the delivery of better care. 
Quite surprisingly, while the rate of rejection of a spiritual etiology of mental illness 
(factor 3) was similar across the Philippines, U.S. and Brazil samples, medical students from the 
Philippines had significantly more progressive social acceptance attitudes (factors 1 and 2) 
toward persons living with mental illness, compared to all other five countries. Such positive 
results are not consistent with collective norms among Asian societies, and past studies on 
mental health stigma in the Philippines. First, there is evidence to show that traditional cultures 
in Asia look to the collective group (i.e. family and immediate community) to define behaviors of 
normalcy (Kim et al., 1994). Thus, it is possible that if mental illness is perceived as a deviation 
from that norm, this can create stigmatization within these social units toward those who 
experience it. In this regard, past reports suggest strong stigmatization of people with mental 
illness among Asian communities (Lauber, 2016). However, whereas the results from the 
Chinese sample, which represent the most negative social attitudes, support such accounts, 
data from this Philippine sample does not. Further, while caution should be taken in making 
generalizations across Asian cultures, previous studies in the Philippines have also reported 
mental health stigma to be persistent in the home, the workplace, and in some healthcare 
environments (Rivera, 2017).  
In an attempt to explain such un-stigmatized attitudes among the Philippine medical 
community, history and education may illuminate the observed differences. Under American 
colonial rule, the U.S. vigorously supported education to transmit English and cultural values to 
the Philippine populace (Go, 2000). The University of the Philippines, which is the national 
university, was founded during this colonial period and as such, may mirror more liberal 
attitudes based in US-supported institutional principles. Further, the campus is the site of the 
Philippines’ Department of Health, and with the recent signing of the 2018 Mental Health Act 
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during the time of data collection, students may have been primed to reflect the progressive 
character of the legislation. It is also possible that students with the most progressive attitudes 
were more likely to volunteer to participate in this research. 
 Qualitative interviews shed further light on these discrepancies, revealing two especially 
relevant responses. First, that mental illness was perceived as not uncommon among medical 
students (mostly identified as anxiety disorders or depression) and second, that they understood 
that mental illness is a disease like any other and should be regarded as such. Perhaps these 
responses accounted for the lack of stigma in the surveys among the medical community, in 
spite of the recognition that the general Philippine populace maintains highly stigmatizing views 
toward mental illness.  
 Another recurring theme was that Filipinos see themselves as especially resilient people. 
After more than 300 years of colonialism, a bloody revolution, a turbulent claim for 
independence, decades of corrupt politicians, economic struggles, a lack of social security, and 
multiple community-destroying natural disasters, the Filipino spirit is seen as one that endures 
hardship and garners pride (Randolf, 2002). This source of cultural identity may foster stigma in 
the non-medical population, if mental illness is understood as “weakness”, which contrasts this 
idea of Filipino strength and resilience. Coupled with insufficient knowledge about mental 
illness, this could explain reports that people outside of the medical community think mental 
illness is a fabrication by weak patients making excuses for themselves.  
 Importantly, the interviewed medical students conceptualized mental illness through a 
socio-ecological lens, perceiving mental health to be a product of many interacting factors. 
Some of those factors include genetics, family and community interactions, health-conducive 
environments, and the state of public policy (McLeroy et al, 1988). This framework for thinking 
about mental illness was displayed in the ways participants described the etiology of mental 
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illness, identified barriers to help-seeking, and imagined the kinds of solutions that could 
strengthen mental health care in the Philippines. In 2007, the WHO reported that mental health 
expenditure was 5% of overall health care spending in the Philippines, of which 95% went to 
large mental hospitals. While upgrading current mental health facilities had been mentioned as 
an approach to improving quality of care, there was a deeply expressed need to integrate 
mental health programs at the local government health level (i.e. the Barangay Health Units). 
These solutions were described as utilizing community-based approaches to incorporate 
families in the care system and build structures of support. Lastly, improving access to care by 
making services and treatments more available and affordable, as well as addressing social and 
environmental determinants, frequently surfaced when discussing improving care for Filipinos 
with mental illness.  
 Ultimately, the goals of a health system are to improve health outcomes, provide 
financial protection, and ensure responsiveness to health needs (WHO, 2000). While some 
participants expressed the need to update centralized mental health hospitals, an overwhelming 
proportion of respondents identified a gap in the quality, access, and efficiency of mental health 
service provision. These problems were seen to be organizational, in that the health system 
continuously fails to sufficiently respond to mental health needs in the population and to provide 
affordable care, and is thus unsuccessful in the ability to alter mental health outcomes. In terms 
of equity, issues of mental illness was also reported to disproportionately burden low-income 
individuals. Therefore, in line with proposed solutions by medical students to more effectively 
reach individuals with mental illness on the grassroots level, certain solutions are feasible. First, 
evidence has shown that the utilization of community health workers to disseminate mental 
health information, has been effective in reaching underserved populations in the U.S. and 
lower-income nations (Barnett et al., 2011 & Weaver et al., 2018). Coupled with integrating 
mental health programs at the local health unit, these approaches can lead to increased 
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knowledge in the community, and reach more marginalized populations, as promoted by the 
Philippine Mental Health Act (sec 15 & 16). Secondly, also in line with the recent legislation (sec 
5), making psychiatric medicines more affordable and ensuring drug availability in rural and 
geographically isolated regions can support equity, and reduce barriers to care. Lastly, 
incentives to encourage medical students to specialize in psychiatry and to practice in rural 
areas, can also lead to a stronger and more responsive health force. While these proposed 
solutions require concerted, continual, and coordinated investment, benefits can result in 
improved mental health outcomes.  
 In conducting these analyses, certain limitations warrant discussion. First, the study 
relied on convenience sampling, limiting the representativeness of the sample of medical 
students and physicians of those throughout Manila or the Philippines. Moreover, participants 
were recruited from a very prestigious university and top tertiary hospitals which also employed 
doctors from the country’s best educational institutions. The absence of physicians from rural 
regions also possibly skewed the sample toward the most educated among the urban medical 
community. Second, it is important to note that we cannot tell whether increased stigma 
observed among more educated informants reflects their increased exposure to professional 
attitudes, or greater clinical experience with seriously ill patients.  
 Third, comparing cross-national data, even when using the same measure, should be 
interpreted with caution. The international data was collected by different researchers, and in 
dissimilar contexts and languages in some cases. Further, variances in culture, history, and 
understanding of mental illness across nations can be very difficult to identify, and generalizing 
to attitudes of an entire nation must be undertaken with caution (Burgard & Chen, 2014; Cylus & 
Papanicolas, 2017). Nevertheless, the data are striking and provide unexpected evidence of 
high levels of social acceptance among medical students in the Philippines.  
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 Fifth, survey questions were restricted to assessing mental illness as an umbrella 
concept, without inquiring about specific diagnoses. This was necessary because students early 
in their training may not have a standard understanding of different diagnoses. Nevertheless, 
perceptions of individuals with mental illness may have varied depending on the kinds of 
illnesses each participant had in mind as they responded. 
Finally, self-reported data may reflect socially desirable responses, rather than deeply 
held convictions, and may not be valid indicators of expectable behavior. While there are 
difficulties involved with linking attitudes to the quality of care provided (Angemeyer & Dietrich, 
2006), subjective attitudes are of intrinsic interest and may be useful proxies for actual behavior 
(Ajzen, 1991). In addition, the qualitative data collection process involved extensive interaction 
and were susceptible to social desirability biases (Adair, 1984; Fisher, 1993). Specifically, the 
presence of an interviewer alone may have shifted answers, encouraging reporting of attitudes 
that respondents may think the interviewer would prefer or value.  
Conclusion 
Stigma presents a significant barrier for those seeking care for mental illness (Corrigan, 
2004). This study unexpectedly showed relatively positive, un-stigmatized attitudes among 
medical community participants from the Philippines, and a weak negative association of 
medical education level with willingness to engage in personal interactions with people who 
have mental illness. Interestingly, international comparisons rank Philippine medical students as 
the most socially accepting among the five other countries studied. Interviews among medical 
students provided some insights on the surprisingly positive results. Specifically, the medical 
community in the Philippines understood the multifactorial causes of mental illness and thus 
reported treating patients with mental illness with the same respect as patients with other 
medical conditions. In contrast, interviews also confirmed the perception of stigma that persists 
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among the larger Philippine community, and identified certain cultural beliefs that contribute to 
the perpetuation of mental health stigma.  
As the Philippine government seeks to improve care through the recently passed Mental 
Health Act (2018), students and physicians in this study expressed the belief that mental health 
care may be improved by making it more affordable and widely accessible, and by engaging 
with communities at the grassroots or local health unit level. In all, while the medical student 
community expressed positive attitudes toward individuals with mental illness, coordinated 
efforts are needed to strengthen the mental health care system and to empower communities to 
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